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Dr. G. Adler Bltimer in the Chair. 

Persistent Hemianesthesia. —Dr. Knapp exhibited a patient, fifty-seven 
years of age, with marked arteriosclerosis and high blood tension over 
200 mm. Three years ago he had a “shock" without loss of consciousness 
or marked paralysis, but with marked loss of sensation on the left side. 
At that time there was pronounced spasm of the left side, the arm being 
drawn up as if in contracture, the leg being rotated inward, and the patient 
walking in a peculiar propulsive manner. The grasp of the left hand is 
weaker than normal, and the left knee-jerk is greater than the right, but 
otherwise there is no sign of hemiplegia. There is a distinct diminution 
of sensibility in all forms on the left half of the body to touch, pain, heat, 
cold, localization, position, motion and bony sensibility. This diminution 
is bounded sharply by the median line and involves the forehead, face 
and left half of the nose. There is decided ataxia of the left hand and a 
slight tendency to athetoid movements. When a knife is put in his left 
hand he can hold it firmly while he keeps his attention on it, but he drops 
it when he thinks of something else. 

Dejerine maintains that in anesthesia from organic brain disease the 
anesthesia is most marked at the distal extremity of the limb and shades 
off gradually as we go up the limb. That is usually true, but it is not the 
case with this patient. The anesthesia is as marked in the upper arm 
or the thigh as in the hand or foot. It is much greater in the limbs than in 
the trunk, but the line of division between the slight hypesthesia and the 
marked hypesthesia is quite sharply defined corresponding about to the 
line of the arm-hole of the waistcoat and the line of the groin. 

Although nearly every case of ordinary hemiplegia presents some 
temporary disturbance of sensibility if we examine carefully, it is rare to 
find such persistent anesthesia lasting three years. 

This is due to the situation of the original hemorrhage or vascular 
lesion. The hemorrhage must have come from one of the groups of ves¬ 
sels near the sensory cross-way, and, since the optic radiations are spared 
and there has been no hemianopsia, it must have been the lenticulo-optic 
artery near the island of Reil. rather than the postero-external optic artery 
near the thalamus. 

Another striking feature of the case is the benefit derived from treat¬ 
ment in spite of the long duration of the trouble. When he was first seen, 
two or three weeks ago, he had no control of his hand and could hardly 
close it. By persistent gymnastics, Frenkel’s method, he can now close his 
hand readily. 

Dr. E. W. Taylor said that the case which Dr. Knapp had shown 
seemed to he undoubtedly of organic character, as Dr. Knapp had suggested. 
It recalled an interesting case of hemianesthesia which Dr. Taylor saw 
sometime ago with relation to the differential diagnosis between an organic 
and a so-called functional cause for the disturbance. The onset of the 
paralysis of sensation, and partially also of motion, had been fairly quick, 
and left the patient with a very marked disorder of sensibility of one side, 
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in which the arm was particularly affected. Examination showed, in ad¬ 
dition to the analgesia, a complete loss of the sense of position and the 
muscle sense in general. With the eyes closed the patient had absolutely 
no idea of the position of the arm. This factor was particularly influential 
in determining the organic character of the disturbance, and in general it 
may be said that the coexistence of -the marked loss of muscle sense in 
cases of hemianesthesia is strongly indicative of an underlying organic 
lesion. 

A second case of sensory hemianesthesia which was at first extremely 
well marked, but which later improved to a considerable degree, was re¬ 
ferred to by Dr. Taylor. The lesions, post-mortem, did not satisfactorily 
explain the sensory disorders observed during life. The brain in general 
showed marked arteriosclerotic changes, with numerous small cysts of 
softening, and no doubt it was one of these in the dorsal portion of the 
internal capsule which led to the hemianesthesia. So far as the case was 
studied, however, the exact source of the sensory disturbance was not to 
be determined. 

Dr. Walton thought the present symptoms in Dr. Knapp's case were 
hysteric, though superimposed, perhaps, upon an organic lesion. This 
opinion was based on the extension of the anesthesia to the median line, 
its marked persistence, the recovery within three weeks of a stiffness of 
the hand, which had persisted for several years, and the absence of 
hemianopsia, together with the presence, as it seemed to him, of a sug¬ 
gestion of limitation of visual field in the left eye, and of a gait not con¬ 
forming to any recognized type of hemiplegia. 

Dr. Courtney said he did not understand why Dr. Walton considered 
it necessary for the hemianesthesia in Dr. Knapp’s case to be associated 
with hemianopsia in order to establish its organic nature. Dr. Courtney 
was inclined to believe that the lesion was outside of the capsule and in¬ 
volved the sensory fibers merely by contiguity, and was not in either of 
the regions indicated on the diagram. He did not agree with Dr. Taylor 
that the presence of incoordination in a case of this sort would be definitive 
of organic disease. In the few genuine cases of hysteria we see in this 
country the hemianesthesia may be accompanied by marked incoordination. 

Dr. Walton had called attention to the somewhat theatrical manner 
in which the patient dropped the knife from his hand at a given time. Dr. 
Courtney appreciated the force of the insinuation and admitted that the 
act did smack of unconscious suggestibility, but he failed even then to 
see how a diagnosis of hysteria was permissible in this particular case, 
the other facts being as they were. 

Dr. E. W. Taylor said the cause of the disturbance in Dr. Knapp’s 
case had been spoken of several times as presumably due to a hemorrhage. 
It is more probable that such disorders are usually occasioned by throm¬ 
bosis leading to areas of softening. The greater frequency of softening in 
persons past middle life is apparently not in general sufficiently recognized. 

Dr. Knapp remarked that Dr. Walton and Dr. Taylor had both spoken 
of hemiplegia, but this patient had never been paralyzed. The anesthesia 
came on suddenly, with symptoms of a “shock” in a patient with sclerosed 
arteries, and the case corresponded to others of lesion in the posterior part 
of the external capsule. There had been no contraction of the visual field, 
and the hemiataxia and hemispasm were not suggestive of hysteria. The 
idea of hysteria had not been entertained by anyone who had seen the 
patient at the hospital. Dr. Walton had carefully pointed out the fact that 
the hemorrhage could not have come from the lenticulo-striate or postero¬ 
external optic artery, but he failed to show that a hemorrhage from the 
lenticulo-optic artery would give rise to exactly this condition. 

A Case of Recurrent Post-infectious Psychosis. —Dr. Walton reported 
this case. A young lady of fifteen years, a patient in the Neurological 
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Department of the Massachusetts General Hospital, during the past four 
years has had four attacks of listlessness, somnolence and stupidity, lasting 
from days to weeks or months. Each attack has followed an infection 
diagnosticated as tonsillitis. The first attack lasted from June to October, 
and followed a severe attack of so-called tonsillitis, during which there was 
.a temperature of 103.5 degrees F., with delirium, great malaise, loss of 
flesh, pain in swallowing, thickness of speech and headache. No culture 
was taken. 

Between the attacks of mental failure the patient is active and normal 
in every way, physically and mentally, and attends school, where she makes 
good progress. The catamenia appeared at fourteen, and have been normal 
:and regular. She had measles in infancy not followed by mental or ner¬ 
vous symptoms. During the attacks she takes no interest in anything ex¬ 
cept singing. She has to be humored and waited on, will not arrange her 
hair or dress herself, but sleeps much of the time, perhaps twenty hours 
out of the twenty-four. There is no headache, but she eats little and loses 
flesh; is not uncieanly. The present attack appeared about two weeks after 
recovery from the throat symptoms. 

Physical examination shows a very well developed girl with rather 
high narrow palate and adenoid hypertrophy, a mouth breather. There are 
no further marked signs of deviation. The pupils are normal, the knee- 
jerks present but weak, the Achilles reflex normal. There is no loss of 
sensation or other physical sign. Patient yawns constantly, takes no in¬ 
terest, leans the head upon her mother’s shoulder or upon the desk; walks 
in a slovenly and listless manner; answers simple questions in an indifferent 
:and monosyllabic way, often not completing the answer. Shows slight ten¬ 
dency to negativism under examination, but does not actively object or 
refuse to do what is told. When asked if she knows where she is answers 
that it is the hosoital. The voice is expressionless. The whole appearance 
is that of sluggish indifference. She does not make the impression of being 
melancholy, and there is no history of excitement at any time; no delusions 
or hallucinations are made out. The general appearance of the patient is 
that of the hebephrenic form of dementia pnecox. There is no suggestion 
■ of catatonic or stereotyped movements, but marked impairment of voluntary 
attention and interest. 

A report from the throat department shows normal tonsils but hyper¬ 
trophied adenoids, and indicates a probability that the local disease affected 
the latter tissues. 

Dr. McCollom finds that symptoms of this nature appear in a large 
proportion of cases recovering from measles, and he is preparing a report 
of such cases. Acute disease has been credited with the causation of 
dementia prarcox, and the question naturally presents itself whether the 
comparatively favorable prognosis of this disease found in the text-books 
may not be in part due to the inclusion under that diagnosis of cases of 
this variety of post-infectious psychosis. 

Dr. Knaop remarked that slight forms of mental disturbance, usually 
of a confusional type corresponding to Mevnert’s amentia, are not un¬ 
common after acute infections, notably the grip; and slight indications of 
such disturbances would probably be quite frequently found on careful 
study. 

He had seen such conditions not infrequently after the severer in¬ 
fections, hut he had not noted recurrent types after a slight infection. 
He had recently heard of active delirium with high temperature (104 de¬ 
grees) in three cases of chicken-pox in one family. 

Dr. McDonald questioned the necessity of seriously considering de¬ 
mentia praecox in the problem of diagnosis. The principal mental symp¬ 
toms outlined by Dr. Walton were in no way characteristic of that dise;se. 
They could as well be a part of manic-depressive insanity or of many other 
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psychoses as well as of dementia praecox. Further data would seem to be 
necessary for the establishment of any diagnosis. 

A Case of Sacral Spina Bifida , with Reference to the Segmental Dis¬ 
turbance of Sacral Nerves. —This case was reported by Dr. E. W. Taylor. 
The patient was a man about thirty years of age, who had had from birth 
a small spina bifida over the sacrum, resulting in very slight disturbance 
of motility in the feet, loss of sphincter control and disorders of sensation 
occupying the saddle-back area to a point about six inches from the knees, 
the genitals and an area taking in the feet, and a strip extending over the 
outer portion of the leg to a point within a few inches of the knee. This 
area involved approximately one-half of the leg. The borders of this area 
were not sharply defined? The point of special interest regarding the seg¬ 
mental distubance was the fact that an area at the back of the leg. including 
the popliteal space and extending a distance both above and below the 
knee, was entirely free from anesthesia. This is apparently always a 
doubtful area, although usually regarded as supplied from the second 
sacral segment. The fact that it was spared in this case, although the first 
sacral segment and the lower sacral segments were definitely mapped out 
by anesthesia, is of interest as possibly throwing some light on this doubt¬ 
ful area. Although the patient suffered from complete anesthesia of the 
foot and also had a considerable degree of club-foot, he was able to walk 
and had no marked Romberg symptom. It is also worthy of note that his 
sexual power was intact, in spite of genital anesthesia. 

Types of Alcoholic Insanity, with Analysis of Cases Prepared from 
Records of the Danvers Insane Hospital.- —Dr. II. W. Mitchell read this 
paper. During a period of five years he found that after excluding the 
dipsomaniacs, showing no psychical symptoms, 148 patients, or 13.1 per 
cent, of admissions among men, were cases of alcoholic insanity. The 
cases were grouped under subdivisions of:— 

1. Delirium Tremens. 

2. Alcoholic Hallucinosis. 

(a) Acute. 

(b) Sub-acute. 

3. Alcoholic Delusional Insanity. 

4. Alcoholic Dementia. 

There were two cases of Korsakow's psychosis, of alcoholic origin. 
Clinical abstracts of cases showing the various types were read, and the 
results of hospital observation and subsequent history of individual cases 
were given. He found that among the cases of delirium tremens nearly 
all recovered without development of the graver forms of alcoholic psy¬ 
choses. The prognosis in cases of acute alcoholic hallucinosis was good 
for the attack, but relapses, due to renewal of drinking habits, were com¬ 
mon. These cases were characterized by active auditory and visual hal¬ 
lucinations, the former predominating, with little disturbance of conscious¬ 
ness and transitory delusion formation based upon the hallucinosis. 

In the cases of subacute hallucinosis there were usually auditory, 
visual, olfactory and tactile hallucinations, with more prolonged delusion 
formation, but still largely dependent upon hallucinations. Periodic re¬ 
lapses were frequently seen in these cases while confined in the hospital, 
the patients presenting practically normal reaction in the intervals. Re¬ 
lapses were common after leaving the hospital, and there was frequently a 
permanent mental deterioration. 

The term, Alcoholic Delusional Insanity, was used for cases showing 
paranoid delusion formation, sometimes elaborated from hallucinations, 
but in many cases not associated with any hallucinatory disturbance. Ideas 
of marital infidelity, poisoning and persecution were most common. Ten¬ 
dency to chronicity was noted in this group, a very small proportion of the 
cases discharged were found to be able to resume their former place in 
society. 
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Under the term, Alcoholic Dementia, were grouped the cases showing 
dementia as the primary symptom, and this occurred as the result of many 
years, more or less constant use of distilled liquors. Permanent mental 
deterioration was seen in all the cases studied. 

Among the various groups were seen many cases resembling paresis, 
the diagnosis being possible only after prolonged observation. 

Ten per cent, of all the alcoholic cases had one or more epileptiform 
convulsions. Suicidal attempts and acts of violence were common, and 
were seen in reaction to hallucinations. Statistical reports of the psychical 
and neurological symptoms were given. 

Heredity of insanity or intemperance was common and influenced the 
prognosis unfavorably. The persistence of olfactory and tactile hallucina¬ 
tions indicated a prolonged course in alcoholic hallucinosis. Somatic and 
grandiose delusions with changed personality were unfavorable symptoms 
in delusional cases. Periodical drinking was more common in delirium 
tremens and hallucinosis, and daily drinking in delusional insanity and 
dementia. The free use of distilled liquors was noted in nearly all cases. 
Hallucinations often served as the basis for development and elaboration 
of paranoid delusion system. 

Dr. Woodbury said that alcoholic cases if they became insane were 
discharged from the Foxboro Hospital and committed to an insane asylum. 
They were very few in number, having been only two out of 280 admissions 
last year. 

We rarely see the types of delirium characterized by visions of red 
devils, rats, etc., and although delusions are not uncommon, they seldom 
reach a dangerous point. Probably ninety per cent, of the cases recover a 
normal condition without mental derangement. The other ten per cent, 
have chiefly delusions of persecution, and in time recover, except the few 
sent to insane hospitals. 

Dr. Charles W. Page expressed his appreciation of the vast amount, as 
well as the discriminating character of the work which Dr. Mitchell had 
put in his paper. He had critically reviewed five years’ work with alcoholics 
in the Danvers Hospital, classifying cases along practical lines, and dif¬ 
ferentiating the various states with especial clearness. 

We all aim to keep accurate records of our cases, and nothing so 
perfects one’s system and improves the standard as occasional reviews of 
the work that has been done. In this way it becomes clear what features, 
are especially important, and what new lines of inquiry may be helpful. 
Besides, in no other way is it safe to draw general conclusions as to 
prognosis, treatment, etc. 

He was sure they would in the future be able to do better work at 
Danvers as the result of Dr. Mitchell’s analysis of cases and his conclusions, 
as would others elsewhere, when his work became accessible to them 
through its publication. 

Dr. Stedman said that Dr. Mitchell’s careful paper, which was the 
first study of the subject ever read before the Society, was a most welcome 
one. Alienists had made altogether too little investigation in this country 
of alcoholism and its attendant mental phenomena. This was especially to 
be regretted in Massachusetts, where there had always been much public 
interest among the thinking part of the community as to the best means of 
preventing it and of providing for its victims. 

The reader had not specifically alluded to that interesting class of cases 
often heard of and read about, but in Dr. Stedman’s opinion infrequent. 
They represent true, essential dipsomania. There may be entire freedom 
from any desire or even liking for alcoholic drink until a definite pre¬ 
liminary stage of depression in which the victim struggles against his over¬ 
powering impulse, even to the extent, it is reported, of putting nauseous 
substances (feces in one case) in his liquor in order to prevent himself 
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from tasting it, or committing some petty theft so as to be arrested, and 
thus prevented from obtaining liquor. When seized by the impulse, a 
business man, otherwise prudent and scrupulous, will suddenly leave his 
■office, or a father his family while at church, for the nearest resorts, where 
he remains until his craving is appeased and the paroxysm is over, and 
returns home overwhelmed with remorse. This impulsive drink-furor is 
a morbid, irresistible craving independent of the will, and an episodic syn¬ 
drome of hereditary mental instability or impairment. It is thought to be 
distinct from alcoholism in which there is no real impulse but simply a 
vicious habit. It is allied to those forms of hereditary neuroses and mental 
■disorder that are characterized as impulses, “manias,” “phobias,” etc., and 
•especially in periodicity. He thought, however, that such distinct, clear-cut 
cases of the pure form were much rarer than they are generally supposed 
to be. As to the diagnosis of alcoholic dementia in doubtful cases, he 
thought it could sometimes be only distinguished from paralytic dementia 
■of the demented type by the. greater age of the alcoholics. He asked in 
how many of Dr. Mitchell’s cases there was a family history of intem¬ 
perance exclusively, and whether they showed any features distinguishing 
them from those in which there had been insanity only in the family. 

Dr. Albert M. Barrett, in reply to the question of Dr. Stedman, as to 
the relation of dipsomania to the alcoholic psychoses, said he should like to 
call attention to the monograph, “Die Dipsomanie,” by Gaupp, of Heidel- 
"berg. This is a most careful and excellent clinical study, which it seems 
■has not been generally noticed. Gaupp undertook to establish dipsomania 
as a form of psychical epilepsy. Under dipsomania he places those cases 
•of periodic drinking, in which, after a prodromal emotional depression, 
there occurs an irresistible impulse to alcoholic excesses. After a varying 
period the attack ends, and as the intoxication wears off the former more 
■or less normal mental state returns. 

From the studies of Kraepelin and Ashaffenburg, it has been shown 
that a periodical depression is a frequent and important symptom of 
■epilepsy. 

Gaupp described and analyzed three groups of cases. The first group 
were cases of pure dipsomania, in which the period of drinking came on 
after an emotional depression. The second group included a series of 
cases in which there were similar periods of depression, without inclina¬ 
tions for drinking, but in which there were present typical epileptic symp¬ 
toms. such as convulsions or various forms of psychical epilepsy. 

The third group were cases in which dipsomanie attacks were com¬ 
bined with epileptic symptoms, such as dreamy states of consciousness, con¬ 
vulsions, vertigo, etc. 

From the analyses of these groups he concluded that the depression of 
dipsomania was of an epileptic nature, and that dipsomania was not an 
independent disease, but one of the many forms of epilepsy. 

As many cases of dinsomania are often associated with criminal acts 
the forensic importance of such conclusions would be apparent. 

Dr. McDonald was glad to see a clear distinction drawn between an 
acute alcoholic hallucinosis of the simple variety and of that accompanying 
delirium tremens. In practice we get one class of cases in which there are 
hallucinations, more generally auditory and of cutaneous sensibility than 
visual, and without the characteristic signs of delirium tremens. With the 
simple hallucinosis there is less disturbance of consciousness and of com¬ 
prehension with none of the dreamy occupation delirium of delirium trem¬ 
ens. While it is possible that the two conditions are but degrees of one 
process, they are conveniently separated in clinical descriptions, since in 
practice they present different pictures and need different treatment. Many 
authors confuse the two varieties. 

He was somewhat surprised that Dr. Mitchell, in the large number of 
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cases described, had not met with more cases of the so-called alcoholic 
pseudo-paresis, a group of cases not resembling paresis so much because of 
mental defect, as is in the group of cases which included among the alco¬ 
holic dementias, but also having the physical characteristics of paresis. In 
practice we see a large number of such cases in which it is difficult to dis¬ 
tinguish between paresis and alcoholism. The withdrawal of the alcohol 
in many cases settles the diagnosis, the physical symptoms of paresis in the 
alcoholic then disappearing. Lumbar puncture has been used in the en¬ 
deavor to distinguish between these two forms. It is probably of some 
help, though many authors claim that there is an increase of cellular 
elements in the cerebro-spinal fluids of many chronic alcoholics as well 
as in the paretics. 

Dr. Walton said the Society was greatly indebted to Dr. Mitchell for 
his very clear presentation of this important subject. His description of 
alcoholic dementia was of special interest, and it was consoling to realize 
that in doubtful cases time only can establish the diagnosis. In a case Dr. 
Walton had recently examined the diagnosis was in doubt eight months, 
ago, but during that time, while the loss of memory and other forms of 
mental deterioration had become extreme, no characteristic sign of general 
paralysis had appeared, a fact which seemed now to establish the diagnosis.. 
The pupils were alike and reacted to light. It was new to him that unequal 
and sluggish pupils were characteristic of alcoholic dementia. 

Dr. Knapp said he had been struck by the large percentage of the 
delusional cases in the statistics presented by Dr. Mitchell. In the wards, 
and out-patient service at the City Hospital the cases of delirium tremens,, 
hallucinosis and demented types are much more common, and the paranoid 
forms are quite rare. T his is perhaps due to the fact that many of the 
cases with active delusions go directly to an insane hospital, while the con¬ 
fused and demented forms are often thought to be, or are afflicted, with 
some other disease, such as neuritis or pneumonia. Dr. McDonald spoke 
of the distinction between the different types. Dr. Mitchell had skilfully 
selected typical cases from each type, but transitional types are very com¬ 
mon. Indeed, some writers make no sharp distinction between delirium 
tremens and the acute hallucinosis or confusional type. 

The cases of alcoholic insanity so ably presented confirm the views, 
which Dr. Knapp advanced not wholly acceptably some years ago. At 
that time he agreed that the existence of acute hallucinatory confusion,, 
acute delusional states, delirium tremens and pseudo-paralytic dementia, all 
resulting from alcoholic poison, indicated that the symptoms of other brain 
diseases were often due to the location and extent of the morbid process,, 
and that a classification by the symptoms and their cause migh tbe fal¬ 
lacious. 

Dr. Mitchell said that the class of cases referred to by Dr. Woodbury 
had not been considered in this study. The cases resembling paresis did 
occur in other groups than dementia, but happened to be more common in 
the latter among the cases studied. Stiff pupils were not seen in any of 
the cases of pseudo-paresis, but diminished light reactions and unequal 
pupils were seen in these cases, most of whom had luetic history. The 
prolonged observation enabled him to exclude paresis. The large number 
of cases in the delusional group, twenty-two per cent., could not be consid¬ 
ered to establish any ratio, because of the small number of cases. It had 
been extremely difficult to secure reliable histories concerning the history of 
parental intemperance, because of the large foreign element. It was un¬ 
doubtedly common, but exact figures could not be obtained. The milder 
forms of alcoholic psychoses occurred in early life, and were frequently 
associated with habits of periodical drinking; the average age in cases of 
dementia was nearly twenty years greater than in delirium tremens, and 
there was always a history of prolonged drinking habits and the use of 
large quantities of distilled liquors. 



